description of competences that are required for becoming a midwife, and a definition of the scope of practice for midwives.
Midwifery training and education varies across the globe and the content, length and level of curriculum differ among countries. 5 The field of midwifery in the Swedish context has gradually broadened and extends to professional work with and for woman's sexual and reproductive health from a life cycle perspective. 6, 7 A growing body of research has resulted in new professional domains, such as counselling and support to women with childbirth fear, and those who need help with contraception and ultrasound scans. 8 Professional competence in several areas is also required for midwives working in small units with internal rotation between labour wards, postnatal and gynaecological wards. The concepts of competence and confidence are not synonymous, but may be linked. Confidence is defined as ''a feeling of selfassurance arising from an appreciation of one's own abilities or qualities''. Competence is defined as ''the ability to do something successfully or efficiently''. 9 There are three influencing attributes to confidence: dispositional (attitudes, personal traits and motivation); situational (depends on personal time and recourses); and institutional (structure and pedagogy of educational programmes). [10] [11] [12] [13] Increased levels of confidence may not be in proportion to increased competence, but decreased confidence could be linked to a reduction in skilled performance. 14 Midwives have to incorporate theoretical knowledge, practical skills and also use their personal attributes, like empathy and intuition. 15 Further, midwives have to interact with women in a personal and professional way. On the personal level there is a need for self-efficacy. Self-efficacy is described, as ''the belief in ones capabilities to organise and execute the courses of action required managing prospective situations''. 16 Berggren has described midwives' attitudes relating to the development of professional competence; competence was said to grow with the everyday practice of hands-on skills. 17 Norman and Hyland point out that development of professional competence depends on circumstances related to the workplace and confidence can be increased or diminished. They meant that confidence can be linked to a feeling of personal security, and may be increased when a person feels secure and receives positive feedback. 10 In a midwifery context, organisational factors such as the influence of colleagues, perceived autonomy and a sense of familiarity can contribute to enhancing confidence. It is clearly important for midwives to improve their confidence and the organisation should engage in considerable efforts to do so. 18 The concepts of knowledge and competence are complex and include hands-on skills training, but also personal factors, such as self-efficacy, confidence and a capacity for critical thinking. Strong and confident midwives are needed in the profession. Midwives who feel well prepared to meet a pregnant woman's needs and have the opportunity to practice within the full scope of their role to become autonomous practitioners. 12, 19, 20 Research clearly demonstrates the importance of being a competent midwife with the confidence to practice, including the ability to make critical decisions in urgent situations; therefore, professional autonomy is crucial. However, there is a lack of research that focuses on clinical midwives and the processes followed to enhance competence. This study intends to explore how midwives reflect on learning and the development of professional competence and confidence in a working context.
Methods

Design
A qualitative design was used; the intention was to understand the midwives' experiences of developing professional competence.
Focus groups were used to collect the data. Focus groups offer a major advantage in that they are efficient and the researchers can obtain the viewpoint of many people in a short time. 21 
Setting and sample
The study used a purposive sample of midwives from four county hospitals in central Sweden. The hospitals where the focus groups took place varied in size from 299 to 1972 births per year.
The homogenous and purposive sampling was used with the intention to deepen the understanding of how midwives reflect on learning and the concepts of knowledge and competence. A letter was sent to four department managers asking for approval to conduct focus groups. The inclusion criteria were midwives working in labour wards who were interested to share their experiences of gaining and developing knowledge and competence in clinical settings.
The information letter described that the discussion would take place during working hours when the shifts overlapped. All managers approved the study, and they also provided oral information to the midwives attending a regular labour ward meeting. The managers of the hospital clinics were provided contact details of midwives who were interested to participate. Twenty midwives from the four hospitals expressed interest to participate in the study and were sent written information about the study prior to the focus groups.
In the information letter, they were informed about the purpose of the focus groups. It was also clarified that participation was voluntary and if they wanted to withdraw they could do so at any time without further explanation. The midwives were guaranteed full confidentiality. The time and the location of the interviews were agreed upon.
Four focus groups were carried out with 14 participants. The number of midwives in each group varied between two and six. The professional experience of the midwives ranged from 7 months to 27 years, and the median experience was 15 years. Most of the participants had long experience, but there were a few who were newly graduated. Internal rotation was applied in the hospitals where the focus groups were conducted. All midwives participating in the focus groups rotated between the delivery ward, postpartum care and gynaecological ward. Some groups were small, which was an advantage since the researchers could focus on what was said in the discussions to ensure that the data would meet the research goals. 22 
Focus groups
The locations selected were comfortable, accessible, easy to find and acoustically amenable to audiotape recordings. 21 Two researchers conducted the interviews; one acted as a moderator and the other as an observer. The moderator led the discussions, and the observer handled the technical equipment and took notes. 
Data analysis
Qualitative content analysis was used. 23 The text of the interviews was read repeatedly in order to develop a deeper understanding. The analysis was guided by the aim of the study,whereby meaning units were identified. These are words or sentences that contain aspects related to each other through their content and context. When the meaning units were identified and condensed, they were labelled with codes. 24 These codes were then sorted into subcategories based on how they were related. In the next step, the subcategories were labelled ( Table 1 ). The subcategories were sorted into a number of categories. Categorisation is a system of classification that organises groups into meaningful clusters. 25 To ensure credibility of the data, the authors followed the steps in the analysis process jointly and individually. The coding and condensation were discussed jointly. The interpretation of the final categories and subcategories were discussed until consensus was reached and were also subjected to peer discussions in seminars with other researchers.
Ethics
The study was conducted in accordance with the Helsinki declaration, and participation was voluntary. In this study, practice policy was followed; therefore, no approval from an ethical board was necessary, as employees in the health services were involved. This is in accordance with the Swedish Central Ethical review board, regulation nr (2003:460). At the time of the discussions the presence of the participants was a confirmation of their consent and interest to participate. They were informed that the interviews were audio recorded, and the transcribed data were coded. Further, information was given that only the researchers had access to the data, and the findings would be published without identifiable information on the participants. The categories are exemplified by quotes in the findings section.
Findings
The analysis resulted in the following four categories ( Table 2) :
Feelings of professional safety evolve over time Personal qualities affect professional development Ways to expand knowledge and competence Competence as developing and demanding
Feelings of competence evolve over time
The informants claimed that to be professional in midwifery and to reach a sense of being grounded and secure in the professional life takes years of experience to achieve.
You have learned to act as a midwife, theoretically, but feelings of safety come with the years (FG 3).
Feelings of safety and security in the professional role were considered important, and this was a prerequisite to mediating a feeling of safety to the women and the families they meet. Midwives felt safe in their professional role and there was a link between the amount of hands-on intrapartum experience and increasing confidence that is, assisting many births made midwives feel confident.
The midwives emphasised that professional experience creates safety. Most of the midwives believed that competence is a learning process achieved through experience over time. They believed that the training and education itself did not necessarily lead to competence; rather, hands-on skills should be learned and developed during midwifery education.
You learn all the time, and you don't get the competence in school. It comes with time (FG 4).
The result showed that it was essential that the knowledge acquired during the training must be translated into practice bridging the gap between theory and clinical practice.
The relation between practical training and competence was obvious, according to most participants. Competence was to have manual skills, to know how to handle issues relating to labour and birth. Competence is what you learn during the journey when you work (FG 3). There were few opinions expressed about educational knowledge, and education was seen as a base for continued learning not an end in itself. Knowledge starts with education, and must be built on, midwives said:
For me, knowledge is the things you can read, midwifery education, what I should learn (FG 1). Still, education was not described as a guarantee of competence. Another midwife stated that newly qualified midwives do not have competence, they may have the formal competence, but they don't have the real competence because they have not started to practise midwifery and lack the experience.
Another
Personal qualities affect professional development
The discussions in the focus groups made it clear that competence and confidence are also related to personal qualities and capacities. One midwife talked about confidence in a birthing situation and meant that such confidence is visible; it could be seen when a midwife radiated self-confidence. Another midwife stated that having the knowledge about what to do made her feel safe in the professional role, and this created confidence:
Knowledge is to know, to feel safe in the role (FG 1).
Other personal qualities such as humility were talked about as important. This was exemplified as an awareness of the necessity to discuss situations with colleagues when it was not quite clear what the course of action would be, and together reach a decision on how to precede. To be competent and professional was to take responsibility for own knowledge and to know one's own professional limitations.
You have to show your own weakness. I may have the knowledge, but I need the help from colleagues (FG 2). To develop a professional interest in certain areas of the work was considered a means to improve competence:
Of course, you can be good at what you are interested in, and develop that to be better in a specific area (FG 4). It was not considered necessary to work for 20 years to feel safe and confident in the professional role. Personal qualities like selfefficacy also mattered. Some of the midwives looked upon personal life experiences and knowledge as tools to develop competence. One midwife mentioned communication skills as an area of competence. These responses differed among the midwives.
And we might think that we provide the same information, but one person might mediate it in a different way. Also, it may well be the same thing we (intend to) say, but depending on different skills to communicate, we may not express it in the same way. It has, of course, to do with communication (FG 2).
Ways to expand knowledge and competence
There were several ways described by the informants as to how to develop professionally. One way to be more informed and inspired was to attend courses presenting new knowledge. Sharing competence with other midwives in a pedagogical way was a method for expanding knowledge and educating each other about topics of interest. This was described as collegial learning or training and midwives' colleagues had a responsibility to spread new knowledge after taking part in courses or conferences.
If you have a skill. . .you can teach so that others understand, and make it practical (FG 2). The team was important, and midwives supported and complemented each other's competence. Working together with colleagues and observing how they handled the birth, supported the woman and acted in the labour room was stimulating and developed knowledge.
It is good to be with others in the (labour) room, to watch and get new ideas of how to do things (FG 3). Being a supervisor was another way to expand knowledge, because midwifery students brought new scientific knowledge into the maternity wards. Students were said to update supervising midwives who were interested in new research studies. Supervising students was described as a mutual learning experience, ''a win-win situation for all''. One midwife explained it thus:
Midwifery students give us new knowledge; they are so openminded and want to share what they learn with us (FG 3). One midwife highlighted the importance of evidence-based research, a source of knowledge now easily accessible on the Internet.
Nowadays evidence and research on things we do exists online and is easily accessible. We didn't get the knowledge that way before; it was only from mouth to mouth (FG 2).
Competence as developing and demanding
It was a general opinion that midwifery competence covered many areas. Some midwives expressed this in a satisfying way and appreciated the flexibility in the work. Broad competence was valued, though it implied shifting tasks. Still, these were considered the terms to be able to fulfil the duties as a midwife. One midwife described working tasks during a day like this:
Yes, a lot can happen during a shift on a weekend, when we have only basic staffing. I assist a birth, and then I care for mothers and new-borns in the postpartum ward. After that I help with a child coming for a visit to the paediatrician. A gynaecological patient needs attention, and then an ambulance is on the way at the end of a day. Sometimes it feels too much to keep up with during a day. Of course it can feel fragmented, having such broad competence, but if you work as a midwife, you want to be part of it (FG 2).
Another result from the focus groups was the concern expressed about the internal rotation (e.g. labour ward, postpartum care and gynaecological ward) practised at all hospitals where the focus groups were held. This was a much-debated topic among the midwives. Some midwives were convinced that this was beneficial and broadened their competence. Others claimed that the rotation restricted their focus on attending births and made them feel split between different assignments. Some of the midwives found it more valuable to focus on certain areas, and there were severaldoubts about their capability to be fully competent to satisfactorily cover all the required areas. The need for a broad competence could be experienced as demanding and burdensome when the midwives were rotated between different wards. It took a lot of energy to be up-to-date in all the guidelines because of the internal rotation.
Actually, everybody has to be competent, if we need to work everywhere (FG 2). Several midwives preferred to focus on intrapartum care rather than gynaecological nursing. They were not satisfied with the mix of duties. The alternation between wards made them feel insecure and not confident about what should be done.
I would feel more satisfied if I didn't rotate (FG 1).
Finally, when discussing internal rotation, midwives reflected on the hands-on skills, that is the ability to perform the appropriate manoeuvres, and they found it troublesome that the rotation in their work decreased the number of births they attended. The midwives described the link between amount of hands-on intrapartum experiences and increasing confidence. Most of the midwives disliked internal rotation. They wanted to deepen their competence in some certain area, which developed confidence and made them feel safe. It was experienced as demanding and burdensome to be forced into situations where new knowledge and skills had to be learned.
We speak about the competence of assisting at births. You are afraid of losing it (FG 1). In all focus groups the problems of poor staffing were discussed and the midwives were convinced that it affected their confidence. It was perceived to be difficult to provide sufficient care and the informants described an ethical stress, that is, they knew what they were supposed to do, but did not work as they were expected to do, due to a shortage of staff. The shortage of staff especially affected the new midwives.
Discussion
The main findings in this study were that participants reported that the professional confidence of midwives develops over time. There were several ways to develop knowledge. Personal qualities were of importance and competence was considered as both developing and demanding.
The results of this study indicate that achieving competence is a time-consuming process. Dewey and Small 26 declared many years ago that it takes time to become competent. They meant that learning to be competent is a process, which shapes the individual's power and is continually forming habits, ideas, and arousing feelings and emotions. It includes a psychological and a sociological process, and the learning experience is important. 26 Confidence was of real importance according to the midwives, which is in line with Crooks et al., 27 who described it as one of the most important factors for gaining knowledge and competence. They further described confidence as an internal feeling of selfassurance and comfort. Confidence was also related to Bandura's self-efficacy theory. 16 The midwives described it in terms of ''it is not necessary to work 20 years to feel safe and confident in the role''. They thought that different personal life events and experiences could contribute to strengthening the feeling of self-efficacy, which could lead to increased confidence. Fullerton et al. 28 describe competence as necessary and underlying knowledge. It incorporates a capacity for critical thinking, ethics and values. Competence evolves over time, and Berggren 17 reported (in line with this study) that midwives believed that competence grows with experience. As shown in the results, personal internal qualities affect professional development and this illustrates the importance of the inner capacity to achieve knowledge and competence. Sarvimä ki 29 claimed that the development of internal characteristics requires cognitive actions, and an open mind. Further, the capability to absorb all impressions enhances the learning process. Personal internal qualities are also related to Bandura's selfefficacy theory. Other internal capacities were recognised in the results, such as being able to communicate and meet a woman in labour, quickly connect with her, and make her feel safe. This is in line with studies showing that communication, having the right attitude and the need for the midwife to be motivated, caring and kind, are of crucial importance. [30] [31] [32] [33] The midwives considered the quality of being humble as a personal resource. This is a characteristic that is nourished in a positive clinical environment in the labour ward. Chapman and Giles 34 state that the learning is more effective if the environment is warm, supporting and enjoyable, which gives a feeling of safety. An enabling and encouraging atmosphere creates possibilities for midwives to reflect on actions or events, and critically look upon the state of midwifery care, supporting each other for professional development. Bedwell et al. 18 stressed the importance of a supportive workplace, which has influence on the individual midwife. There was consensus in the focus groups that both internal factors, like self-efficacy and external factors, like a supportive workplace, contributed to the development of competence and confidence. Some midwives in our study were clear about the workplace influence, and indicated that if they did not feel supported, this could lead to feelings of uncertainty, fear, stagnation and feelings of being neglected and unimportant. The midwives described ways to develop knowledge and competence, and gave different examples on how to develop professionally, not only through clinical practice. Courses, conferences, collegial learning and supervising students were mentioned as competence-broadening activities. This is in accordance with the study by Fullerton et al., 28 who stated that it is clearly important for midwives to improve their confidence in several ways. Midwives, as well as midwifery students, need training and education to develop in their profession. 35 To have early exposure to hands-on experience in clinical midwifery practice and woman-centred care provides students the opportunity to link theory into practice. 36, 37 In the discussions participants made clear that being a good midwife and developing professionalism meant training, but also taking part in evidence-based research. The midwives who mentioned that students increase the scientific knowledge in the labour wards were aware of the importance of combining theory and practice. Supervising students was considered to be a ''win-win'' situation; they paid attention to the important factors for student development. In the relationship among student midwives, there is an exchange of knowledge that is mutually beneficial. In a midwifery context there are studies that acknowledge the importance of theoretical thinking and practical doing and the problem of linking it together. 38 Competence was described as both developing and demanding. External factors that affected the midwives were the organisation at the four hospitals that used rotation duty. This is partly reflected by the statements from those midwives having difficulties understanding the demands from the organisation, they did not feel supported in the profession and they did not understand the benefit with rotation duty. Some midwives described feelings of resignation, since poor staffing made them unable to give proper care. The internal rotation was considered demanding, since they had to have updated knowledge in all areas. That is an important finding, considering that many midwives have left the profession in recent years. 39, 40 Midwives need to be able to develop meaningful relationships with childbearing women. A midwife stays in the profession because of feeling supported and valued by colleagues, managers and women. Midwives need adequate resources and control and flexibility within their work. 41, 42 However, despite the demands, the informants were positive about their profession and there were several joyful statements given about their work.
Methodological considerations
One of the limitations of this study was the group with only two participants. However, their discussion contributed a great deal and was included in the data. More midwives were supposed to participate but due to a heavy workload that particular day they could not attend. It can also be advantageous with a small group, where the participants had the opportunity to express themselves and to receive attention. 22 Another reason for the low participation rate might be that it was considered to be difficult to discuss the development of competence in a group of colleagues. It is a known fact that some people are not comfortable expressing their views in a group, 21 but in these groups of midwives it was quite clear that the subject of the discussion was deemed important. Most of the participants had a long working experience, and there were a few newly graduated midwives. The mix of participants was beneficial and the group dynamic was not affected negatively by the varied extent of professional experience. However, the decision to use focus groups for data collection proved accurate and effective, with all midwives taking an active part in the discussions. The researchers are midwives with long experiences of intra-partum care, and careful attention was paid throughout the focus groups and analyses to the pre-understanding that inevitably will influence the midwives discussion of knowledge and competence. Still, it was found that the pre-understanding made it possible to understand the context described. Creswell 43 described that the researcher filters the data through a personal lens, and one cannot escape the personal interpretation brought to qualitative data analysis. It is not possible to analyse this without imposing one's own interpretations. Patton 44 describes the interpretation as: ''the whole is understood as a complex system that is greater than the sum of its parts''. Trustworthiness is one important aspect in qualitative research, which includes how to judge the similarities and differences between categories. Dependability is one way to ensure this. In this study the same person conducted the interviews in the same week. The focus groups discussions were conducted in Swedish and parts of the transcribed text were translated to English. A special focus was on the citations and to maintain the integrity of the data. The researchers are experienced midwives and familiar with qualitative methods, which ensures the trustworthiness of the translation. Performing the steps in the analysis process, individually and jointly ensured credibility and conformability. To draw conclusions about what constitutes the truth and achieving credibility, triangulation could be useful. 21 These steps are conducted to achieve transferability. The strength of this study is that the midwives participated with interest and enthusiasm, and they entered the discussion with engagement, and gave rich descriptions of the culture. They all had something to report and made useful contributions to elucidate the facts.
Conclusion
External factors that contribute to knowledge and competence are the ability to practise hands-on skills. Further, an environment with an organisation characterised by a ''willingness to learn'' that offers a warm, supportive and non-threatening environment, is also a strong contributor for enhancing competence and confidence. Internal personal qualities are factors such as self-efficacy, confidence and a curiosity for learning are important for developing knowledge and competence. These internal and external factors are important, and contribute to the development of midwifery. A maternity organisation with a clinical environment that is influenced by collegial learning, clinical support and ability for midwives to develop in the profession is desirable. Midwives working within an organisation should be supported to develop their professional role in order to become knowledgeable, competent and confident.
